
 

Name_______________________ Date of Birth____________  Age______Gender _______  

Address___________________________________________City ___________   State ____    

Zip ____________Cell Phone_____________     Todays’ date: _________________________           

Email________________________________________  Marital Status__________________ 

Primary care Doctor__________________________________________________________ 

Emergency Contact (name and phone) ____________________________________________ 

How did you hear about Lifexcel Carolina?_________________________________________  

CONGRATS! You are taking the first step towards a healthier you. There are no right or wrong answers. 
Completing the assessment honestly will better allow us to help you set and achieve your goals. 

  
What brings you in to see a dietitian today? _____________________________________________ 

Have you ever seen a dietitian for this issue? ______   If so, when? __________________________ 

Lifestyle: Do you smoke cigarettes? Cigars? How often?____________________________________ 

Over the last 3 months have you been exercising?  If so, describe what type, frequency and 

duration__________________________________________________________________________ 

How many hours do you sleep on average?____ Is sleeping a problem? ________________________ 

On a scale of 1-10 with 1 being the least, how stressful is your life currently?____________________   

Do you drink alcohol? If so, how many drinks per week?____________________________________ 

When was your last physical exam?______________________________________________________ 

Females when was your last mammogram?________________________________________________ 

Females – are you pregnant or planning on getting pregnant in the next 6 months? ________________ 

If you work, describe your daily activity (ex. I’m a computer programmer so I sit for hours at a computer 

screen)______________________________________________________________________________ 

On a scale of 1-10 with 1 being the least, how motivated are you to make the changes we recommend? 

____________ 

 

 
 
 



Medical History: Please review and check any condition that you have previously experienced or been 
diagnosed with. 

Stroke  Thyroid Disease  
Heart Attack  Asthma  
Kidney Disease  Liver Disease  
Abnormal EKG  Cancer  
Lung Disease  Sleep Apnea  
Chest Pain  Unexplained Dizziness/Fainting  
Heart Surgery  Swelling of the ankles  
Diabetes  Heart Palpitations  
High Cholesterol  High Blood pressure  
Gout  Food Allergy  
Arthritis  Lupus  
Anemia  Back Pain  
Knee Pain  Neck Pain  
Obesity  Depression  
PTSD  Bi-polar Disorder  
Anorexia  Bulimia  
Pica  Addictive Behavior  
Suicidal thoughts  Anxiety  
Celiac Disease  Reflux  
Lactose Intolerance  Short Bowel Syndrome  
Gallbladder Disease  Pancreatitis  
Polycystic Ovary Disease  Organ Transplant  

                                                     
Do you have any current problems you have not seen a doctor about? Ex. Nagging lower back pain. 
_____________________________________________________________________________                   ____ 

 

What conditions are you currently being treated for by a physician? 
__________________________________________________________________________________________
_____________________________________________________________________________                      ___ 

 

What medications do you currently take? Include name and dosage.  Include prescriptions and over the 
counter medications.  
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
_____________________________________________________________                                            _________ 

 

Any surgeries in the past 12 months? If so, explain. 
__________________________________________________________________________________________
______________________________________________________________________                                     ___  

 

Anything in your medical history we should know about that has not been previously mentioned on this form? 
__________________________________________________________________________________________
__________________________________________________________________________________________
_________________________________________________________                                 __________________ 
 
I have answered these questions accurately and completely. I understand that my medical history is a very 
important factor in the development of my wellness plan. I understand that certain medical or physical 
conditions which are known to me, but which I do not disclose to Lifexcel Carolina staff may result in serious 
injury to me. If any of the above conditions change, I will immediately inform the staff of those changes. I, 
knowingly and willingly, assume all risks of injury resulting from my failure to disclose accurate, complete, and 
updated information in accordance with the attached questionnaire. 
 
Signature and date ____________________________________________________   


